Background Total mesorectal excision (tme) is the current standard of care for the treatment of rectal cancer.
INTRODUCTION
Since the end of the 1990s, the management of rectal cancer has become complicated. Although radical surgery remains the cornerstone of treatment for rectal cancer, recent developments in neoadjuvant therapy and multidisciplinary team management have raised questions about using a more tailored approach.
Historically, rectal cancer surgery has been associated with high morbidity and poor oncologic outcomes. Sharp dissection with total mesorectal excision (tme), first described by Heald et al. 1 in 1982, was shown to lower the rate of local recurrence and is the current standard of care for surgical management of rectal cancer. Still, despite proper surgical technique, locally advanced tumours led to unfavourable oncologic outcomes. Data from a rectal cancer trial in the Netherlands and from the German Rectal Cancer Study Group in the early 2000s showed that neoadjuvant chemoradiotherapy (ncrt) combined with proper surgical technique leads to improved local disease control 2, 3 . Currently, ncrt followed by tme is the standard of care for stages ii and iii rectal cancer.
Although ncrt combined with tme has been critical in improving rates of local recurrence and survival, many patients experience profound morbidity and a significant effect on long-term quality of life, including bowel, sexual, and bladder dysfunction. Thus, patients and clinicians have pushed for strategies to reduce those complications, including selective use of neoadjuvant therapy, minimally invasive surgery, organ-sparing surgery, and even nonoperative management (nom).
The goal of the present review was to provide an overview of organ-preserving strategies in the modern management of rectal cancer.
REVIEW

Organ-Sparing Surgery
Background
Transanal excision (tae) of rectal tumours was first popularized by Sir Alan Parks in the late 1960s 4 . The procedure uses an endoluminal approach with the goal of completely removing the rectal lesion with negative margins. The advantages of the procedure are considerable: organ sparing, avoidance of a stoma, and avoidance of the morbidity associated with abdominal surgery. However, technical limitations constrained conventional tae to lesions 3 cm or smaller, within 8 cm of the anal verge and occupying less than 40% of the lumen's circumference.
At first, the application of that technique to early (T1) rectal cancer was based on the observation that approximately 5% -10% of those cancers demonstrate nodal involvement after radical resection. Thus, recurrence rates in that range were expected, and the expected rates of recurrence would be similar to the rates seen after radical resection for rectal cancer, while sparing the patient the morbidity of a low anterior resection or abdominal perineal resection. However, in the early 2000s, a number of high-volume rectal cancer centres reported higher-than-expected local recurrence rates of 10%-18% [5] [6] [7] [8] . That discovery spurred further consideration of the appropriate application of local excision techniques. Upon review, two important factors were identified. First, conventional tae techniques were inadequate to visualize and properly treat the lesions. Second, not all T1 cancers have the same risk of recurrence; patient selection based on predictive pathologic features was found to be critical in ensuring acceptable local recurrence rates.
Transanal Endoscopic Surgery
Transanal endoscopic surgery (tes) was developed in the 1980s, but has been more widely adopted since about 2009, with advances in instrumentation and surgical training. Transanal endoscopic microsurgery (tem) and transanal minimally invasive surgery are the two main tes surgery platforms. Both procedures are performed under general anesthesia using a dedicated proctoscope in which pneumorectum is achieved. As in laparoscopic procedures, cameras, graspers, cautery, and sutures can be used with the objective of achieving full-thickness en bloc excision of the rectal lesion with minimal morbidity. The procedure is typically performed in the outpatient setting.
Transanal endoscopic surgery can be technically challenging and is usually performed by trained colorectal surgeons. A recent review investigated the learning curve for transanal minimally invasive surgery among surgeons in a high-volume tertiary care institution. The authors found that, at a minimum, 14-24 cases were required to achieve an acceptable R1 resection rate of less than 10% 9 .
Clancy et al. 10 published the first meta-analysis comparing the tes technique with traditional tae, showing the superiority of tes with regard to specimen fragmentation, R0 resection, and local recurrence 11, 12 . A meta-analysis published in 2015 by Kidane et al. 13 reviewed one randomized controlled trial and twelve observational studies comparing local excision with radical surgery for patients with T1N0M0 rectal cancer. The 5-year overall survival (os) was lower with tae than with radical resection, but the same difference was not observed in the tem excision subgroup. Local recurrence was higher in the combined traditional tae and tem group [risk ratio: 2.36; 95% confidence interval (ci): 1.64 to 3.39; p < 0.00001). Postoperative complications, mortality, and need for a permanent ostomy were significantly lower in the local excision group.
Patient Selection Favourable for TES: Local excision by
tes is technically superior to the historical tae approach, but the advantage is not adequate to apply the approach to all patients with early rectal cancer. Preoperative patient selection includes appropriate staging [endorectal ultrasonography or magnetic resonance imaging (mri), or both; computed tomography of chest, abdomen, pelvis] to ensure that there is no evidence of advanced cancer, including nodal involvement. Making that selection remains a dilemma because current imaging modalities cannot reliably exclude the possibility of lymph node involvement. However, tes excision of the primary tumour for pathology assessment has led to the identification of predictors of lymph node involvement based on tumour biology. Those predictors have borne out as predictors of local recurrence.
Depth of Invasion:
T1 tumours (invading the submucosa) are associated with a risk of lymph node metastasis of approximately 12%; T2 tumours (invading the muscularis propria) have a 23% chance of nodal involvement 14 . Accordingly, tes is usually reserved for T1 rectal cancer. However, it is important to note that not every T1 tumour conveys the same risk of nodal metastasis. Kikuchi et al. 15 described the importance of depth of submucosal invasion for lymph node metastasis in T1 cancer. After local excision, the authors subcategorized patients based on the depth of tumour invasion into upper, middle, and lower third of the submucosa, respectively assigning an SM1, SM2, and SM3 invasion designation. They followed 182 patients for 5 years or until death, finding that the rate of locoregional recurrence was 0%, 10%, and 25% for SM1, SM2, and SM3 tumours.
Although the SM categorization is informative, questions about the reproducibility of the assessment remain. To overcome variability, many pathologists recommend direct measurement of the depth of tumour invasion. A meta-analysis published by Beaton et al. 16 found that a depth of submucosal invasion greater than 1000 μm was associated with a significantly higher risk of lymph node metastasis (odds ratio: 3.87; 95% ci: 1.5 to 10; p = 0.005). Given the association of depth of invasion with lymph node metastasis and local recurrence, most authors recommend radical surgery for patients with T1 rectal cancer with deep submucosal invasion (SM3 or >1 mm).
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Lymphovascular Invasion:
The presence of lymphovascular invasion (lvi) portends lymphatic spread of rectal cancer. It is characterized by the extension of tumour cells into lymphatic or blood vessels on histopathology assessment. In the meta-analysis published by Beaton et al., lvi was a strong predictor of lymph node metastasis in early colorectal cancer, with an odds ratio of 4.81 (95% ci: 3.14 to 7.37; p < 0.00001) 16 . In a retrospective study of 276 patients with lvi and cT1 rectal cancer, the rate of lymph node metastasis was reported to be 14.3% 17 . Radical surgery is recommended if lvi is present on tumour biology.
Tumour Differentiation:
A colorectal cancer tumour can be graded as well, moderately, or poorly differentiated. That grading corresponds to the way cancer cells are organized in the tumour tissue and is associated with the degree of aggressivity of the tumour's biology. Compared with well-differentiated tumours, poorly differentiated tumours carry a greater risk of lymph node positivity (odds ratio: 5.6; 95% ci: 2.90 to 10.82; p < 0.00001) 16 .
Tumour Budding: Significant tumour budding is defined as small nests of 5 or more tumour cells along the invasive front the carcinoma. This histologic trait has been reported to be a predictor of lymph node metastasis with an odds ratio of 5.1-5.8 18, 19 . However, the reproducibility and effect of tumour budding are still controversial; more study is needed.
Local Recurrence After TES for Favourable Compared with Unfavourable T1 Cancer
Bach et al. 20 published a study investigating predictive models for local recurrence after tem. Within a multicentre registry, 253 patients with T1 rectal cancer had been treated by tem. Overall, 49 patients experienced isolated local recurrence, 11 experienced combined local and distant recurrence, and 6 experienced isolated distant recurrence. Median time to recurrence was 13 months. Kaplan-Meier estimates of local recurrence for pT1 tumours at 2, 3, and 5 years were 9.5%, 12.9%, and 18.6%. Local recurrence was found to be associated with 3 histopathologic factors: depth of invasion, tumour maximum diameter, and lvi. On multivariable analysis, pT1 SM2-3 tumours were associated with a hazard ratio of 2.74 for local recurrence (p = 0.026). The authors created a Cox regression model for local recurrence in well and moderately differentiated tumours. For favourable tumours (no lvi, SM1), local recurrence rates ranged from 3% to 8.1% depending on tumour size; rates were 17.8% -41.8% for unfavourable tumours (lvi-positive, SM2-3).
In 2016, Junginger et al. 21 published long-term oncologic outcomes for 133 patients who had undergone tem for T1 rectal cancer. Their patients were divided into 3 different subgroups. The first group was low-risk tumours (R0 resection, >1 mm margin), the second group was lowrisk with mention of clear margins only, and the third group was high-risk or incompletely resected tumours. Median follow-up was 8.6 years. The 5-and 10-year local recurrence rates in the first group were 6.6% and 11.6%; patients with high-risk tumours had 5-and 10-year local recurrence rates of 32% and 35% (p = 0.006). The 5-and 10-year cancer-specific survival rates for low-risk patients were 98% and 91%; for high-risk patients, they were 84.3% and 74.3% (p = 0.05).
Those findings suggest that, to minimize the risk of local recurrence, it is advisable to limit tes to patients with T1 rectal cancer with favourable histology (no lvi, graded as well or moderately differentiated, 1 mm margins).
Local Excision for T2 and T3 Rectal Cancer
Expanding the indications for tes excision of early rectal cancer to include patients with T2 and early T3 disease has attracted strong interest. However, local excision alone in such patients leads to local recurrence rates of 10% -66% 20 . Generally, that approach is acceptable only in patients with severe comorbidity and prohibitive operative risk or in patients who refuse radical resection. Nevertheless, there is evidence from Surveillance, Epidemiology and End Results program data that, in the United States, more than 20% of patients with T2 cancer are being treated by local excision 22 . In an effort to improve outcomes and expand eligibility for organ-sparing surgery, a number of observational studies and clinical trials have evaluated tes combined with neoadjuvant or adjuvant treatment.
Local Excision Followed by Adjuvant Treatment:
The updated Cancer and Leukemia Group B 8984 trial investigated outcomes of T1 rectal cancer treated with local excision alone and T2 rectal cancer treated with local excision followed by adjuvant chemoradiotherapy (crt) 23 . Despite adjuvant therapy, the T2 group experienced worse 10-year os and disease-free survival (dfs) and were at higher risk of local recurrence (18% vs. 8%).
Borstlap et al. 24 published a meta-analysis of oncologic outcomes for patients with pT1-2 rectal cancer undergoing local excision followed by either adjuvant crt or completion surgery. They included fourteen studies that treated 405 patients with adjuvant crt and seven studies that treated 130 patients with completion surgery (heterogeneity concerns prevented a direct comparison of the two strategies). For pT2 tumours, the average rates of local recurrence were 15% (range: 11%-21%) with crt and 10% (range: 4%-22%) with completion surgery.
A recent systematic review by Cutting et al. 25 combined data from twenty-two studies involving 804 patients with T1-3 cancer treated with local excision followed by either crt or radiation therapy alone. The authors demonstrated pooled local recurrence rates of 5.8% for pT1, 13.8% for pT2, and 33.7% for pT3 tumours.
Findings from the foregoing studies suggest that adjuvant therapy after local excision for T2 or greater rectal cancers is inferior to radical surgery, but better than tes alone.
Neoadjuvant CRT Followed by Local Excision:
In locally advanced rectal cancer, ncrt before radical surgery is the current standard of care-an approach that was associated with improvement in local recurrence and tumour downsizing in large randomized controlled trials 2,3 . About 10%-30% of patients will experience a complete pathologic response after ncrt 26 . The development of better endoluminal surgery techniques and improvements in multidisciplinary management prompted investigation into downsizing tumours to allow for organ-sparing surgery with local excision.
The American College of Surgeons Oncology Group Z6041 study was a phase ii trial with a single arm of 84 patients having cT2 rectal cancer that was treated with ncrt followed by local excision 27 . Downstaging to ypT0-1 was seen in 64% of patients, and 44% experienced a complete pathologic response. With an average of 4.2 years of follow-up in 72 patients, local recurrence was observed in 2 patients and distant metastasis in 5 patients. The 3-year dfs and os were 87% and 96% respectively.
Two randomized controlled trials investigated ncrt combined with either local excision or radical resection. In 2012, Lezoche et al. 28 compared tes with laparoscopic tme in patients with cT2N0M0 low rectal cancer. Each group consisted of 50 patients, randomly allocated, who received ncrt. All patients had an R0 resection. At a median of 9.6 years' follow-up, local recurrence rates were similar the tes and tme groups (8% vs. 6% respectively). The cancerrelated survival rate was 89% for local excision and 94% for tme (p = 0.609). In 2017, the greccar 2 multicentre phase iii randomized controlled trial investigated patients with cT2-3 rectal cancer (maximum size: 4 cm) treated with ncrt and then randomized to either local excision or radical surgery 29 . By protocol, a good clinical response after neoadjuvant treatment was required (residual size: ≤2 cm) to enter the local excision arm of the study; the protocol otherwise mandated reversion to radical resection. The primary outcome was a composite primary endpoint of mortality, recurrence, morbidity, and side effects at 2 years after surgery. Between 2007 and 2012, 145 patients were randomized. Outcomes between the groups were similar, with 1 or more events from the composite primary outcome occurring in 41 patients (56%) in the tes group and 33 patients (48%) in the tme group (odds ratio: 1.33; 95% ci: 0.62 to 2.86; p = 0.43). Notably, 36% of patients in the local excision arm were treated with tme, thus increasing the morbidity in the intention-to-treat analysis. No statistically significant differences in oncologic outcomes between the groups were evident; 3-year local recurrence rates were similar for tes and tme (6% vs. 3%, p = 0.63). The corresponding 3-year dfs rates were 75% and 82% (p = 0.84), and os rates were 89% and 95% respectively (p = 0.40). Only 8% of patients treated by completion radical surgery had nodal involvement, suggesting that radical surgery was unnecessary for most of them.
The recently published carts study investigated oncologic and functional outcomes of ncrt followed by tes in cT1-3N0M0 rectal cancer 30 . The 55 patients recruited were followed for a median of 53 months. Of those 55 patients, 47 (85%) were treated with tem after ncrt, among whom 35 (74%) qualified on pathology evaluation for local excision alone. Based on preoperative response or operative pathology, 16 patients were subsequently treated with radical resection. Overall, the 5-year local recurrence rate was 7.7%, with 5-year dfs and os rates of 81.6% and 82.8% respectively. Health-related quality of life was equal to that at baseline, with improved emotional well-being for patients treated with tem (mean score at baseline: 72; 95% ci: 67.1 to 80.1; mean score at follow-up: 86.9; 95% ci: 79.2 to 94.7; p = 0.001).
Neoadjuvant Chemotherapy Followed by TES:
Interest in neoadjuvant chemotherapy as an alternative to ncrt in rectal cancer care is growing. A number of randomized controlled trials investigating this strategy in patients with locally advanced rectal cancer have completed recruitment and will be reporting outcomes soon (see NCT01515787 at https://ClinicalTrials.gov/). Schrag et al. demonstrated significant downstaging in tumours treated with chemotherapy, achieving a pathologic complete response (pcr) rate of 25% 31 . The approach is appealing in patients considered for neoadjuvant treatment and local excision, because ncrt has been shown to increase perioperative morbidity in patients treated with tes 32 .
Currently, a phase ii multicentre single-arm trial recruiting in North America is investigating neoadjuvant chemotherapy followed by local excision for early-stage rectal cancer (see NCT03259035 at https://ClinicalTrials. gov/). Patients with cT1-3abN0 rectal cancer are being treated with 12 weeks of folfox (fluorouracil-leucovorinoxaliplatin) or capox (capecitabine-oxaliplatin) and are then being reassessed for tumour response. Non-responders and patients with disease progression are treated with tme, and responders are treated with tes. Trial completion is expected in 2020.
Nonoperative Management
Background
The concept of eliminating surgical intervention after neoadjuvant therapy in patients in whom a clinical complete response (ccr) is achieved is variably described as nom or watch-and-wait. Since the introduction of ncrt, pcr has been noted after radical resection in 13%-20% of patients whose surgery is conducted 6-8 weeks after ncrt completion 33 . Analogous to the approach to anal cancer introduced by Nigro et al. in the 1970s 34 , the possibility of avoiding the morbidity and mortality of radical resection in these patients intrigued clinicians.
In 2004, Habr-Gama et al. 26 first published outcomes for nom in 71 patients who achieved a ccr after ncrt. Initially, the patients demonstrated impressive outcomes: only 2 patients (2.8%) experienced local recurrence at 56 and 64 months after treatment. However, patients were included in the observation group only after reaching 12 months of uneventful follow-up after ncrt, raising concerns about selection bias. More recent updates from the group revealed a local recurrence rate of 30% 35 .
In 2016, the Maastricht group from the Netherlands published outcomes for patients enrolled in an organpreservation strategy after ncrt 36 . The 100 patients enrolled between 2004 and 2014 had a median follow-up of 41.1 months that included endoscopy and mri every 3 months for the first year and twice annually thereafter. At the initial assessment, 61 of the patients experienced a ccr, and 39 experienced a near ccr, with 24 of those 39 achieving a ccr at the 2nd assessment. The remaining 15 patients with a near ccr were treated using local excision by tem. After 25 months' follow-up, 15 patients developed local regrowth, and all underwent successful salvage surgery. Unfortunately, 5 patients developed distant metastases. The 3-year os was 96.6%; distant metastasis-free survival, 96.8%; local regrowth-free survival, 84.6%; and dfs, 80.6%. The authors concluded that, with strict selection criteria and follow-up, this organ-sparing strategy appears safe and warrants discussion with the patient as a possible alternative to radical surgery.
A recent meta-analysis from Chadi et al. 37 obtained individual participant data from eleven studies involving 602 patients undergoing nom after ncrt from 1990 to 2017. Median follow-up was 37.6 months. The 2-year cumulative incidence of local recurrence was 21.4% (95% ci: 15.3% to 27.6%), and 5-year local regrowth reached 31.6%. High heterogeneity was noted between studies. The analysis showed a correlation between higher cT stage and increased risk of local recurrence. Analysis of the subgroup of 459 patients managed after 2008 (when mri staging became standardized) showed a 2-year cumulative incidence of local regrowth of 19% for cT1 and cT2 tumours, 31% for cT3 tumours, and 37% for cT4 tumours.
Assessment of cCR
The accurate assessment of ccr remains the principal limiting factor for a safe approach to nom. The challenge is that a significant proportion of patients with an apparent ccr have undetected residual disease. In a retrospective study of patients assessed for ccr preoperatively and treated with tme, 27% with preoperative ccr were found to have residual cancer on final pathology 38 . No current consensus about the definition of ccr has been developed, but all published protocols recommend a combination of endoluminal and mri criteria.
Endoluminal Assessment:
The 2017 European Society for Medical Oncology guidelines define ccr as the absence of any irregularities or a palpable tumour on digital rectal examination and no visible lesion on endoscopy with the exception of a flat scar, telangiectasia, or whitening of the mucosa 39 . The use of biopsy to exclude the persistence of microscopic disease remains controversial. Figure 1 shows pre-and posttreatment colonoscopy findings for a cT3 rectal cancer in which a ccr was achieved.
MRI:
High-resolution mri is the de facto standard adjunct to clinical assessment in determining ccr. Treatment response and fibrosis are characterized by low signal intensity on T2 weighted imaging. The U.K. mercury study group proposed a magnetic resonance tumour regression grade (mrtrg) using pre-and posttreatment mri 40 . The mrtrg relies on the ratio of fibrosis to residual tumour and is graded from 1 to 5, with grade 1 corresponding to a radiologic complete response and grade 5 indicating no response. Compared with mrtrgs 4-5, mrtrgs 1-3 correlate with better survival outcomes. Those findings are now being widely used in experienced centres to assess tumour downstaging and to guide treatment for multidisciplinary teams. Functional imaging factors such as diffusion-weighted imaging and dynamic contrastenhanced mri are currently being studied and are showing great potential for improving the detection of tumour response 41 . Figure 2 presents pre-and posttreatment (at 6 weeks) MRI images in a patient with a ccr.
Timing of Assessment:
The most appropriate interval for assessment of ccr after neoadjuvant treatment remains unknown, but recent trends suggest that a prolonged interval after the end of ncrt leads to the highest rates of ccr. The Lyon R90-01 trial randomized patients to an interval of 6-8 weeks or less than 2 weeks after radiation therapy and found a higher rate of pcr in the longer-interval group (26% vs. 10.3%, p = 0.005) 42 . Although it is generally accepted that a longer interval after radiation therapy leads to a better chance of pcr, it is unclear whether the later responders share the same favourable prognosis. A recent meta-analysis demonstrated that surgery delayed for a longer interval after ncrt (>6-8 weeks) was associated with a better rate of pcr (19.5% vs. 13.7%; risk ratio: 1.42; 95% ci: 1.19 to 1.68; p < 0.0001), without significant differences in os and dfs, R0 resection rates, sphincter preservation, and complications 33 . Nonetheless, most centres assess patients at an interval of 8-16 weeks after treatment for consideration of nom. 
Ongoing Trials
Based on the prognostic significance of mrtrg, the multicentre randomized controlled phase iii trigger trial is currently underway in the United Kingdom 43 . The trial is comparing outcomes in patients with locally advanced rectal cancer managed based on the baseline pretreatment mri or on the mrtrg. Patients in the control arm undergo surgery after ncrt. In the intervention arm, patients are stratified into one of two groups according to the mrtrg. Good responders (mrtrg 1-2) are referred for nom with 24 weeks of adjuvant chemotherapy; poor responders (mrtrg 3-5) receive 12 weeks of consolidation chemotherapy before undergoing subsequent mri reassessment. Conversion to the nom group is possible if consolidation therapy downstages the tumour to mrtrg 1-2.
The international multicentre randomized star-trec trial is aiming to compare standard radical surgery with organ-preserving strategies including nom and local excision 44 . This 3-arm phase ii study is recruiting patients with rectal cancer at stage T3bN0M0 or lower to be randomized to either the control group of tme surgery, organ-saving treatment with long-course chemoradiation, or shortcourse radiation therapy. For patients treated with an organ-saving approach, the clinical response guides the next treatment step. Active surveillance is conducted for patients showing a ccr; local excision using tes will be used in cases of incomplete clinical regression.
Follow-Up in Patients Treated with Organ Preservation
Although no standardized follow-up strategy has been widely accepted in the literature, it is clear that conventional follow-up recommendations for patients treated with radical resection are inadequate. The relatively high risk of luminal and nodal recurrence mandate a strategy that purposefully evaluates those zones, particularly during the first 3 years, when recurrence rates are highest. A survey of protocols developed to investigate tes or nom in appropriate candidates with rectal cancer reveals that clinical, endoscopic, mri, and computed tomography evaluation at 3-to 6-month intervals for at least 3 years is typical.
In 2018, the International Watch and Wait Database presented outcomes of 880 patients with ccr in a multicentre registry who were managed by nom after ncrt 45 . The local regrowth rate at 2 years was 25.2%, the 3-year distant metastasis rate was 8%, and the 5-year os was 84.7%. Of patients with local recurrence, 88% (101 of 115) underwent successful salvage surgery with R0 resection. Those findings suggest that an aggressive follow-up approach should be undertaken to detect both locoregional and distant recurrence, especially in the first 2 years.
Most authors adopt a 1-to 3-month clinical assessment schedule during the first 2 years, incorporating digital rectal examination, endoscopy with or without biopsy, and measurement of carcinoembryonic antigen [45] [46] [47] [48] . They also suggest twice-annual or annual mri and computed tomography, with the intensity of follow-up tending to decrease in frequency after 2 years. In any case, clinicians should be aware of any available clinical trials at their centre and adhere to a strict and safe follow-up strategy.
Multidisciplinary Rectal Cancer Care
There is increasing evidence that the use of multidisciplinary team management is associated with improved decision-making and outcomes in many types of neoplasia, including rectal cancer. Several European countries have adopted pathways that use multidisciplinary conferences to improve the quality of care in rectal cancer. A similar initiative was developed in North America in 2011 as the OSTRiCh Consortium 49 . The group made recommendations based on 5 principles for better rectal cancer care:
n Total mesorectal excision n Measurement of the quality of the surgery by specific techniques of pathology assessment n Specialist imaging techniques to identify patients at high risk of local recurrence n Use of newer, more effective neoadjuvant and adjuvant therapies n A multidisciplinary team approach that identifies, coordinates, delivers, and monitors the ideal treatment on a patient-by-patient basis
In Canada, most high-volume centres are now using the multidisciplinary team approach for rectal cancer management.
SUMMARY
Although organ-sparing approaches show promising results in small single-centre studies, appropriate selection criteria remain uncertain. Local excision alone can be offered to patients with early rectal cancer (pT1) in the absence of adverse histopathologic features such as poor differentiation, lvi, depth of invasion, or close margins. Patients with appropriate early T2 or T3 cancer should be considered for local excision only in the context of palliative intent or enrolment in a clinical trial. Nonoperative management for rectal cancer patients with a ccr should be offered in the context of a registry or clinical trial. All patients managed with organ preservation must be supported with diligent posttreatment multimodality surveillance. A multidisciplinary team approach is recommended for improving treatment selection and outcomes for patients with rectal cancer.
